In most cases are asymptomatic patients, and the diagnosis is established by examination of cardiac imaging performed for other purposes. The symptoms, when present, correspond to palpitations, dyspnea, and syncope (11) . The prognosis of caseous degeneration of the mitral annulus is good, especially in patients who are asymptomatic, although some patients develop severe symptomatic valvular dysfunction; in the latter group of patients, the prognosis is poor and surgery should be considered (9, 12) . On the CCT scans, we noted a hyperintense crescent-shaped mass or a well-defined oval-shaped mass with peripheral calcification, usually along the posterior mitral annulus, which was not enhanced after contrast administration (13) . The heterogeneity of the content of the mass was confirmed by the variation in its density, which can range from negative Hounsfield units, suggesting fatty degeneration, to elevated Hounsfield units, suggesting a high protein content and structural calcification (14) . The central hypointensity was secondary to liquefaction of the calcium that fills the center of mass (11, 13, 15) . In this context of our findings in the case presented here, we can conclude that CCT helps confirm the diagnosis, allows the degree of mitral valve stenosis to be evaluated, and offers measures to improve treatment strategies, especially those involving transcatheter or percutaneous transapical mitral valve implantation. Therefore, CCT is considered an excellent tool for the diagnosis of caseous degeneration of the mitral annulus.
Dear Editor,
We report the case of a 54-year-old male presenting with vague symptoms of discomfort when swallowing. The patient underwent magnetic resonance imaging of the chest. The examination showed right aortic arch with an aberrant left subclavian artery and Kommerell's diverticulum (Figures 1 and 2 ).
Thoracic diseases of vascular origin have been the subject of a number of recent publications in the radiology literature of Brazil (1) (2) (3) (4) (5) . First described by Fioratti et al., right aortic arch is an uncommon birth defect, of unknown cause, occurring in 0.05% of the general population. It is often asymptomatic but can be accompanied by dysphagia and complications arising from the formation of an aneurysm. Such an aneurysm generally occurs at the origin of the left subclavian artery and is known as Kommerell's aneurysm or Kommerell's diverticulum, which can cause compression of mediastinal structures or can rupture spontaneously (6) (7) (8) (9) (10) (11) (12) (13) . In children, the symptoms can also be associated with existing congenital cardiac abnormalities (7) . Various systems for classifying right aortic arch have been proposed. The most widely used classification system is that devised by Edwards, who described three main types of right aortic arch: type I, with mirror-image branching of the major arteries; type II, with an aberrant subclavian artery; and type III, with an isolated subclavian artery (connected to the pulmonary artery via the ductus arteriosus) (8) . In the case presented here, the variant was classified as an Edwards type II right aortic arch, which accounts for approximately 40% of all cases (7) . In an autopsy study cited by Faucz et al. (7) , 50% of cases of right aortic arch were associated with an aberrant left subclavian artery, which can be located behind the esophagus (in 80%), between the trachea and the esophagus (in 15%), or anterior to the trachea (in 5%). In some cases, right aortic arch is associated with a congenital heart defect (7, 9, 10) . The treatment of right aortic arch is generally surgical and is quite complex. Preoperative imaging tests are extremely important for the surgical planning, which relies heavily on knowledge of the anatomical distribution of the local structures, as well as of the size and extent of the aneurysm. Although outpatient treatment is an option, endovascular repair has been performed successfully (7, 11) . The indication for surgical intervention in right aortic arch continues to be a subject of debate. Surgical intervention is considered an acceptable option when the diameter of the orifice of the diverticulum is > 30 mm or the diameter of the descending aorta adjacent to the diverticulum is > 50 mm (11) .
Here, we report the case of a 17-year-old male who presented with a three-month history of nasal obstruction, asthenia, and febrile episodes. Physical examination revealed bilateral enlargement of cervical and axillary lymph nodes, all of which were painless on palpation. Laboratory tests showed mild leukocytosis, an elevated increased C-reactive protein level, and a high erythrocyte sedimentation rate. The venereal disease research laboratory test and monospot test were both negative, as was serology for HIV, toxoplasmosis, and cytomegalovirus. Computed tomography (CT) of the sinuses showed multiple, homogeneous, hypointense, rounded polypoid masses, which effectively narrowed the nasal passages, together with opacification of the ethmoid cells and sphenoid sinuses, with no evidence of bone erosion (Figure 1 ). Biopsies of a cervical lymph node and nasal lesions were negative for neoplasia and acid-fast bacilli, showing diffuse lymphoplasmacytic infiltration, foamy histiocytes, and emperipolesis. Immunohistochemistry showed positivity for S-100 protein, positivity for CD68, and negativity for CD1a. A diagnosis of Rosai-Dorfman disease was made, and corticosteroid therapy was started, resulting in slow, progressive improvement.
Recent studies in the radiology literature of Brazil have stressed the importance of CT and magnetic resonance imaging (MRI) in improving the diagnosis of head and neck masses (1) (2) (3) (4) (5) . RosaiDorfman disease, also known as sinus histiocytosis with massive lymphadenopathy, is a rare, benign lymphoproliferative, usually self-limiting, condition characterized by bilateral, painless cervical 
